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lates, including those from patients, demonstrated identical PFGE patterns.
The colonization of C. indologenes on a plastic pipe attached to the tap in
the washing room may have led to the subsequent contamination of the ICU
environment. On-site inspection also found that hand hygiene policy and infec-
tion control measures were not adequately implemented. Re-education of the
personnel, removal of the contaminated water pipe, and daily cleaning of the
environment with hypochlorite solutions successfully stopped the outbreak.
Conclusions: The significant increase of C. indologenes HAI in the ICU was an
outbreak probably originated from a contaminated water pipe used to clean
sputum suction bottles. On-site inspection and intervention as well as the
molecular typing analysis provided solid evidence and helped to terminate
the outbreak.Figure: pulsed-field gel electrophoresis.PS 2-398
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Purpose: Psychiatric hospital patients due to interference effects of mental
illness awareness and self-care skills and because of dense population char-
acteristics, so that epidemic-prone diseases. A-type influenza infection and
strong, the outbreak quickly, in a crowded, public space is limited common
popular locations, such as: nursing homes. Court last June there have been
influenza A group of emergencies, sharing survey report is as follows:
Methods: Court for a 947 scale psychiatric hospital, June 11, 2014 a chronic
housing fever, runny nose, sore throat symptoms of cases, just the 2nd fever
cases rapidly increased to eight, to the neighboring hospital, preliminary
diagnosis of lower respiratory tract infections, the day immediately notify
health authorities for investigation.
Results: To June 20 JCP tube 14 patients in seven influenza rapid screening
test (Rapid influenza diagnostic tests, RIDT) 6 were diagnosed as type A influ-
enza cases. Thus confirmed as influenza A group burst, including two cases
had a close history with the community activities, and staff health moni-
toring normal, does not exclude the patient from the time the community
back to the hospital, into the source of infection causing this wave of the
epidemic. Finally, a total of six patients administered Tamiflu Capsules
(75mg) 1 # Bid * 5day treatment ward pause exchange activities, mining dis-
trict Cohorting, environmental disinfection, hand hygiene implement mea-
sures such as fasting, starting June 21 new cases does not appear.
Conclusions: Chronic psychiatric hospital room, with an average of 48 to 50
admitted patients, the densely populated, poor ventilation ward environ-
ment. Another patient affected by mental illness to express the ability to
reduce interference and due to poor health habits, unable to comply with
respiratory hygiene and cough etiquette, when signs of infection, the imper-
ceptible signs of infection, influenza occurred group of chronic psychiatric
hospital emergency room for risk factors.
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Purpose: Four herpangina cases with underlying mental development delay
children happened successively at a child psychiatry day care ward in a
southern medical center from July 14 to July 22 in 2014. Analysis of these
four 2-year-old development delayed children, person, time and place had
correlation. Cluster infection was suspected and further investigation per-
formed immediately.
Methods: Children with cognitive learning and intellectual development
problems were admitted to this ward. Four cases had fever and tiny ulcersover soft palate. Clinicians diagnosed herpangina according to clinical symp-
toms. There were 36 children treated in this ward. They were divided into 5
classes including two developmental delay classes, two autism classes and
one preparatory class. They studied in the morning from Monday to Friday.
But the 36 patients studied together in one class sometimes and led to close
contact. We observed that teaching aids and toys did not disinfect after use.
Diaper changing surface did not disinfect after each diaper change, too.
Results: For controlling the cluster infection, we immediately took a suspen-
sion of 7 days (July 23 w 29th). We also monitored health conditions of stu-
dent sand kept the records. Implementation of staffs, pupils and parents
performed proper hand hygiene. Disinfect the environment, all equipment
and teaching aids, to register them, to clean and disinfect them after
each use, and keep disinfection records for future reference. Increase to
disinfect the diaper changing surface and to provide disposable paper pad
when changing diapers. To educate parents deal with filth properly and
proper hand washing. There were no more new herpangina cases till the
end of August 2014.
Conclusions: This enterovirus cluster infection stopped through enhanced
environment cleansing and disinfecting, proper hand washing and daily
monitored children’s health condition. Correct and timely implementation
of infection control measures was very important.PS 2-400
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Purpose: An outbreak of multidrug-resistant Pseudomonas aeruginosa
(MDRPA) was investigated to determine the sources of infection and to con-
trol transmission.
Methods: From January 2013 through August 2013, 35 patients in our Urology
unit were diagnosed with a multidrug-resistant strain of Pseudomonas aerugi-
nosa. Phenotypically similar isolates were examined for genetic relatedness
by means of pulsed-field gel electrophoresis (Figure). Clinical characteristics
of the affected patients were collected, and a detailed epidemiological and
environmental investigation of potential sources was performed.
Results: Analysis of 35 cases demonstrated that 32 of them underwent uri-
nary tract surgery (TUR-P 68.75%; TUR-BT 12.5%). 87.5% were men. These
cases were diagnosed at a median of 5 days after surgery. Environmental sur-
veillance of operating rooms, wards and examination rooms (total of 41 lo-
cations) did not detected presence of MDRPA.
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aeruginosa detected in the environment, there were no new cases found af-
ter improvement in the disinfection process and environmental cleaning
mode in our hospital.PS 2-401
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Purpose: This study was conducted in order to observe the endemic trend of
influenza in the locked door of the psychiatric ward when adequate infection
control was applied during the influenza outbreak season.
Methods: In the outbreak season of the period from 2010 to 2013, RT-PCR or
RAT was applied to patients showing flu-like symptoms among the inpatients
in the locked door of the psychiatric ward and healthcare personnel who had
contact such patients, and examined their history of influenza immuniza-
tion. Those confirmed were treated with oseltamivir, and preventive oselta-
mivir was administered also to asymptomatic inpatients and healthcare
personnel. For droplet precaution, infected patients were put in a single
room and cohort isolation. The admission of new patients and guardians’
visits to the locked door were prohibited.
Results: There were 18 in-patients presenting with symptoms of high fever,
cough, and headache in the psychiatric ward during the outbreaks in
December 2010, January 2012, and February 2013. Among them, 15 patients
(9 patients in 2010, 3 patients in 2012, 3 patients in 2013) had been confirmed
to be infected by 2009 Influenza A (H1N1). RAT tests conducted on the health-
care personnel during the outbreak were negative. There was no evidence of
influenza vaccination history of the patients before the three outbreaks,
although those of the healthcare personnel were 95.0%, 94.4%, and 76.2%
respectively. The incidences of 2009 Influenza infection among the patients
during the outbreak period were 52.9%, 17.6% and 18.8%; and the incidence
of infection among the healthcare personnel was none.
Conclusions: In a psychiatric ward with a locked door, there is a constant
contact between the patients, caregivers, visitors, and the healthcare
personnel within a closed crowd area. It is critical to maintain constant
monitoring to detect outbreaks and to apply more strict infection control
policies promptly when needed.
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Carbapenem-resistant Enterobacteriaceae (CRE) infections are usually asso-
ciated with inadequate empirical treatment and higher mortality. We
described a Klebsiella pneumoniae carbapenemase (KPC)-producing carba-
penem-resistant K. pneumoniae (CRKP) outbreak, which had been noticed
in April 2014 in a regional hospital of southern Taiwan. Infection control stra-
tegies were introduced and the trend of transmission decreased gradually.
Methods: The outbreak was identified in April 2014 by routine surveillance of
multi-drug resistant organisms (MDRO) in a regional hospital. This 250 bed
hospital increased of the cases of CRKP infections alerted us the possibility
of nosocomial spread and thus. Epidemiologic investigation of the outbreak
was performed.Infection control measures were reinforced, which included
hand washing, strict contact isolation, cohort of patients and environmental
disinfection. Cultures of surfaces and equipment were performed to investi-
gate their role in the transmission chain and to check the efficacy of environ-
ment disinfection. We started the active surveillance program at emergency
department (ED) and out-patient department (OPD). The patient was evalu-
ated when was admitted and specimens was sent for culture. High-riskpatients were put together and preemptive contact isolation was applied.
Other than patient cohort, we introduced staffs and caregivers cohort, espe-
cially those patients who shared the same caregivers. The education pro-
gram enrolled all of the caregivers included our staffs, patient’s families
and nursing workers. At the meantime, infectionists who were responsible
for antibiotics consultation, were reminded for strict antibiotics stewardship
while prescribing antibiotics therapy.
Results: From April to October 2014, 41 patients were identified to have CRKP
isolations during the outbreak period. We had found that our patients had
elder age, more than half of them were nursing home residents, and most of
them had been hospitalized and received antibiotics therapy previously.
Most of the isolateswere cultured fromurineor sputumand thereare 2 isolates
cultured fromblood samples. The overall in-hospitalmortality ratewas 29.3%.
Cultures of environment surfaces and equipment all yielded no growth of
CRKP, which indicated that environment colonization was not the main
cause of the outbreak. Some of our patients shared a nursing worker with
others due to economic difficulties. We insisted of nursing workers cohort
and the transmission of CRKP decreased gradually after that. Therefore,
strict contact isolation and cohort of patients & staffs are efficient measures
in the control of all kinds of MDRO.
Conclusion: The transmission of CRKP had been reduced efficiently through
aggressive infection control interventions. However, the following commu-
nity outbreak should be concerned after these patients returned to their
home or nursing home. It will be a major challenge in the future especially
during managing infections of the patients from the nursing home.PS 2-403
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Background: On 30 December 2013, ICN was informed that one patient in
the geriatric ward of bed 28 had VRE (enterococcus faecium) in the urine
on 28 December 2013. The geriatric ward is a 32 bedded ward comprised
of 2 single bed rooms and 5 bedded cubicles.
Study aims: To find out what was the cause of the VRE outbreak among pa-
tients in the ward.
Method: The screening of the VRE was performed through rectal and skin
swab for 2 consecutive days. Contact tracing was activated for cubicle of
bed 28. Among 4 patients been screened, 3 patients (bed 29, bed 32 and
bed 27) were found to be VRE positive. Bed 27 was previously occupying
bed 30. Contact tracing was started in the next cubicle. Additional VRE pos-
itive was found in bed 24. Later the whole ward of patients from bed 3 to 22
were screened too. The 6th VRE was found in bed 16.
Results: Among 32 patients, 4 were incomplete due to discharges for home.
Out of 28 patient, 6 were screened positive (bed 16, 24, 27,28, 29 and 31).
One from urine culture , three from skin swab, two from rectal swab and
another patient with both skin and rectal found to have VRE. Further testing
of the isolate for gene typing were sent. All results were gene van A.
Conclusion: The study has shown out of 5 cubicles, 2 cubicles were greatly
affected. Hence we look into the patient care, procedure, equipment and
environment. There was no additional activity during the period. It pointed
strongly towards the patients in the 2 cubicles sharing the same environ-
ment, same team of doctors, nurses and therapists. Hence infection control
must be enhanced with good hand hygiene, cleaning of equipment after used
and proper environment cleaning.
